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F 000, INITIAL COMMENTS F 000
1 An annual Recertification survey and Cormplaint
; investigation #25348 and #25796 were completed
| at Life Care Center of Crossville on July 12, 2010,
 through July 14, 2010, No deficiensies were cited
' related to the complaints under 42 CFR PART
482.13, Requirements for Long Term Care
Facilties. .
F 315 | 483.25(c) NO CATHETER, PREVENT uTi, F 35| F315
s5=p | RESTORE BLADDER
Based an the resident's somprehensive 1) What corrective action will be
assessment, the facility must ensure that & ?““&“P‘L’h:dbf:;’“‘“m“m
resident who enters the facility without an I;’;"mtgcgdim m":ﬁiﬁ?@d
| indwelling catheter is not satheterized unigss the
i residents cfinical condition demongtrates that Tho Dircetor of Nursing (DON) educated
catheterization was.necessary, and a resident Two C.N.A’s who carcd for resident #7 on
who is incantinent of bladder receives appropriate 7/12/10 ot the facility Personal Hygiene
treatment and services to prevent urinary fract Care for the Female Regident Policy and
infections and to restore as much normal bladder Procedure on 7/28/10. 772810
funetion as possible. :
2) How will you identify other reaidents
_ Having the potential to be affected by
This REQUIREMENT s not met as evidenced the samo deficient practiee?
by ;
| Based an medical record review, observation, g"@&;ﬁ‘fﬁﬁ:ﬂm g:m'{:g‘ing‘
 review of facility policy, and interview, the faciiity And (2) LPN's adicated focility CN.A'S
i failed to provide mc_onﬁnence gare in a sanitary On the facility Personal Hygizne Care
; manner for one resident (#7) of twenty-six For the Femals Resident Potiey and
i residents reviewed. Procedure on 728110, 7/29/10, and 7/30/10.
i “fine RN Staff Developmant Coordinatar
! The findings included: compieted m sudit on 7/28/10 of the Pericars
i and Handwashing Practices oomplat:d by 513]
i Resi i i N.A's on 7/28/10. The CN.A's observe
i Resident #7 was re-admitted to tha facility on May c !
21, 2010, with diagnoses inclucing Sepsis due to f;;‘;g}’ﬁ;ﬁgz‘ggﬁ:;gﬁﬁ L I
1 a Urinary Tract Infection (U1}, History of
| Prieumonia, Adult Faiiure To Thrive, and
| Aizhaimer's Dementia, !
!
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ommo | SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORREGTION x5}
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i |

; F315.3) What measures will boput into place of

{
F 315 Continued From page 1
' What systematic changes will you meke

" Medical record review of the Minimum Data Set o e defogont practice wil
dated July 9, 2010, revealed the resident had ;Zf“r;“;; ¢ P
impaired short and long term memory, required -
total assistance with all ‘activities of daily ving, The RN Steff Development Coordinator will
had an indwelling catheter (tube to emply the Complete a monthly Pericare and Handwashing

Audit of 3 rasidents residing on each wing of
“The facility and submit the results of this

Autdit to the QA committee, Education of
CN.A staff will be conducted at the completion

pladder of urine), and was bedfast.

Medical record review of a physician's order

dated July 12, 2010, revealed "1, Ceflin Fali o
{antibiotic) 250 mg (miligrams) via tube BID {two Of the on site audit. 7128110
?r?f::ﬁgrga?'} X (times) 7 deys UTI (Urinary Tract 4) How will the corrective action be
. Accoaplished for those residents
Observation on July 13, 2010, at 2:00 p.m,, in the found o have bec efecsod Y
| rosident's room, revaaied Certified Nurse
| Assistant (CNA) #1 provided incontinence pare The Direstor of Nursing will present
 for the resident, after the resident was incontinent The findings of the Pericare and Hendwashing
! of bowel, Continuad cbservation revealed the Audit to the Quality Assurance Commitiee
! rasident lying in bed, positioned to the right side monthly for three consecutive months.
and CNA #1 (with a wet washcloth with water and ' The Quality Assurance Commifice consisting of
| s0ap) weshed the resident's anal ares (with the The: Executive Direotor, Director of Nursing,
| bawe! movement), and without washing the Medical Director, Psrmacist, Business Office
| hands or changing the gloves, repositioned the : g.’“ag""" Steff Devigpment Coordinstor,
irector of Madical Reeords, Director of
rasident on the back; used another washcloth wet Environmental Services, Direotor of
with soap and water, washed the resident’s Maintonance, Director of Socia) Services,
: vaginaliabia area from the rectum to the pubis Director of Admissions, Director of Rehab
| using a back to front motion, contarminating the Services, Director of Aetivities, Director of
vaginal/iabia and catheter area three times. Food and Natrition Services, and Dircetor
Gontinued observation of the resident's uring in Of Marketing will revicw the findings and
the catheter tubing revealed the urine was cloudy. Make recommendations and develop
Plans of action if any aress are noted to
Review of the facilty's Personal Hygiene Care for Be non-compliant. 2800
the Female Resident revealed ", Always praceed
fromn the least contaminated area to the most
contaminated area...Seperate labis and wash
urethral area first wiping downward trom the front
| to the back. Note: If the rasident has an
: indwelling catheter, gently wash the junclure of
i the tubing from the urethra down the catheter
Evont 10: ESMH11 Fackiy ID: TN1801 If confinuiation sheet Page 2 of &
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F 315 Continued From page 2

| about 3 inches. Gently rinse and dry the
| area. _Wash the rectal area thoroughly, wiping
! fram the base of the labla and extending over the

! buttocks..."

! Interview with CNA #1 on July 13, 2010, 21205 |
: p.m., confirmed the resident's vagina was washed!
 from the anal area to the pubis using a back to |
front motion, contaminating the vaginal/iabia area,
and did nat wash the cathatar tubing.

i an UTI.

F 444 | 483,85 INFECTION CONTROL, PREVENT

5520 ; SPREAD, LINENS

i The facility must establish and maintain an

i Infection Contro! Program designed to provide a

! safe, sanitary and cormfortable envirenment and

| to heip prevent the development and {ransmission

: of disease ang Infeation.
! {a) Infection Contral Program
Program under which it~

“in the facility;

actions related fo in_fectiona

{b) Preventing Spread of Infectioh

Interview on July 14, 2010, at 10:35 am., with the
Nurse Practioner af the West nurse's desk
confirmed the resident was currently belng
trenled with antibiotics for a UTI, and had been
hospitalizad in May 2010, with diagnosis of
Sepsis (presence of hacteria in the blood} from

The facility must establish an Infeation Control
(1) Investigates, cantrols, and prevents infections
(2) Detides what procedures, such as isolation,

should be applied to an Individual resident; and
(3) Maintains a record of incidents and corrective

| (1) When the Infection Cantrol Program %

F 315

F 441, Fa41

1} Whet comective action will be
Accomplished for those residents
found to have boon affected
By the deficient prastice?

The Direetor of Nursing (DON) educamed
Two C.N.A'g who cared for resident #7 on
7/12/10 on the facility Hend Hygiene

And Glove Uge Policy and

Procedurc on 7/28/10,

772810
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445167 B VNG 07/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
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o ! SUMMARY STATEMENT OF DEFICIENCIES YD PROVIDER'S PLAN OF CGRRECTION (X8
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL ; PREFIK {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSG IDENTIFYING INFORMATION) 1 TAG CROSS-REFERENCED TO THE ARPROFRIATE DATE
_ , g DEFICIENCY)
F 441 | Continued From pagea 3 F 441 : 7}  How will you igentify other residents
determines that a resident needs isolation to Having the potential to be affectod by
prevent the spread of infection, the facility must the same deficient practice?
Isolate the resident. .
o s . vel ordinator,
(2) The facility must prohibit employees with a The RN Staff Development Coore 24
: A ' . . (2) RN Unit Managers, Director of Nursing,
communicable disease or infected skin lesions hnd (2) LPN's eclucated facility CNA'S
from direct contact with residents or their food, i On the facility Hand Hygiene and
direct contact will transmit the disease. _ Giove Use Policy and Pracedure on
(3) The facifity must require staff to wash their 7128710, 7/25/10, and 7/30/10. The RN
hands after each direct resident contact for which &tafF Deveiopment Coordinator completed an
hand washing is indicated by accepted Audit on 7/28/10 of the Hand Hygiene and
professional practice. Glove Usc practices completed by (3)
CN.A's on 7728710, The CN.A'S ohsstved,
(c) Linens - Completed Hand Hygiene and Glove Use
Personnel must handle, store, procass and practices segording 1o faciity policy. 729/10
%r?g;?;: linene o as to prevent the spread of 3) Whatme will be putinto plsce or
’ What systematic shanges will you make
1o ensure that the deficient practice will
not recur?
This REQUIREMENT is nat met as evidenced The RN Staff Development Coordinator will
by. Compietc 2 monthly Hand Hygiene and
Based on medical record review, observation, Glove Use Audit of 3 residents residing
and interview, the facllity failed to prevent the on cach wing of the facility and submit
spread of infection for one resident (#7) of the vesults of this audit to the QA comuittee,
twenty-six residents reviewed. Education of C.N.A ataff will be conducted
at the compietion of the an it audit, 7304140
The findings included:
Rasident #7 was re-admitted to the facility on May
21, 2010, with diagnoses including Sepsis due o
a Urinary Tract infection, History of Pneumonia,
| Adult Failure To Thrive, and Alzheimer's
| Dementia.
Medical record review of the Minimum Data Set
dated July 8, 2010, revealed the resident had
impaired short and iong term memory, required
total assistance with all activities of daily living,
and was bedfast,
JRM CMS-2567(02-99) Pravicus Verslons Obzclete Event I0; ES3KH1 Faciiity 10: TN1801 \f cantinuation shaet Page 4 of &
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DERARTMENT OF HEALTH AND HUMA TRVICES FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NO. 00380395
TATEMENT OF DEFIGIENCIES [¢.4)] PROVIDERISUPPLIERICLIA {%2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
WD PLAN OF CORRECTION IDENTIFICATION NUMBER: CUOMPLETED
A, BUILDING
445167 B. WING 07/14/2010
IAME OF PROVIDER OR SUPPUIER STREET ADDRESS, CITY, STATE, 2IP CODE
80 JUSTICE 5T
LJFE CARE CENTER OF CROSSVILLE GROSSVILLE, TN 38555
X410 ! SUMMARY STATEMENT OF DEFIGIENGIES T PROVIDER'S PLAN OF CORRECTION (45}
PREFIX | {EACH DEFICIENCY MUST BE PREGEDED BY FULL + PREFIX {EACH GORRECTIVE ACTION BHOULD BE GOMPLETION
Tae | REGULATORY ORLSC[CENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' i CEFICIENGY)
F 444 ' Centinued From page 4 F 441 ;4) How will the comrecti ve action be
; , I Accomplished for those residents
| Observation on July 13, 2010, at 8:05 am., in the : fg:{l_:gi ::t hawl.-: :222 affected by
resident's room tevealed Certified Nurse i ; practice:
Assistant {CNA) #1 assisted the Licensed | The Director of Nutsing will prasent
Practical Nurse (LPN) treatfnent purse with . Thefindings of the and Hy;m,_ and
positioning the residant during the treatment for -1 Glove Use Audit to the Quality Assurance
waunds on the resident's feet. Continued ; i Committes monthiy for three consecutive months.
observation revealed CNA #1 held the resident's The Quelity Assurance Comtittee consisting of]
legs (open wounds) adjusted the covers, and The Executive Director, Director of Nursing,
withouit washing the hands or changing the ploves ﬁﬂdml Déf,:?;;’ Ph;mms:-c B“:’;S Offiee
' : BnAgeET, svelopment Coordmator,
adjusted the resident's axygen mask six times. ! | Divestor of Medical Records, Directar of
. , . ' ! Envirommental Services, Divector of
Observation on July 13, 2010, at 2:00 p.m., in the Maimtenance, Director of Socias Services,
fesldent s room, revealed CNA #1 prowdad Director of Admissions, Director of Rehab
incontinence care for the resident, after the Servicas, Director of Activities, Director of
resident was incontinent of bowel. Gontinued s . .
h F , and Direo
obsefvation revealed CNA #1 washed the ood and Nuriton Services, 2nd Director
. / Of Marketing will revicw the findings and
resident's (bowel movement soiled) anal/buttocks Make rocommendations and develop
araa and without washing the hands or changing Plans of sction If any areas are nated to
: the gloves adjusted the resident's oxygen mask Be non-sompliant. 2810
| three times.
[nterview with CNA #1 on July 13, 2010, at 2:05
i p.m., in the resident's room confirmed CNA #1
touched contaminated areas: analibuttock area;
resident's Jegs and bedding, and touched the i
: rasident’s oxygen mask with contaminated hands,
thus contaminating the oxygen mask.
1
|
|
Everd [D;ES3IK1 Facility 10: TN18D1 If centinuation sheet Page 5 of 5
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